Implementation issues often interfere with delivery of evidence-based interventions for students exposed to trauma. To improve uptake of evidence-based techniques for such students, a partnership of interventionist scientists, research and development experts, and students created a self-paced, confidential, online curriculum. This article describes the program and results of an open trial in 5 schools that serve primarily ethnic minority youth in urban settings. Fifty-one middle and high school students completed surveys before and after the program, as well as within the program, to assess emotional and behavioral symptoms (depressive, anxiety, posttraumatic stress disorder [PTSD] symptoms and behavior) and purported mechanisms of action (coping, cognitions, emotional self-efficacy). Results indicated the program was feasible and acceptable, with moderate satisfaction. Despite low power in this study, we observed changes in several hypothesized mechanisms of action. In addition, we observed promising improvements in PTSD symptoms, emotional problems, and total behavioral difficulties. These findings offer the promise of using a self-help web-based tool to augment and enhance usual school support services.
receive it compared to their White peers (Cummings & Druss, 2011; Olfson, Druss, & Marcus, 2015) .
Reasons for the unmet need among traumatized minority youth are varied and include personal, family, and neighborhood factors (Alegría, Green, McLaughlin, & Loder, 2015) . There is evidence that Black and Latino parents are less likely to pursue formal mental health services for their children compared to White parents (Bussing, Schoenberg, Rogers, Zima, & Angus, 1998; Cauce et al., 2002; McMiller & Weisz, 1996; Yeh et al., 2005) , perhaps due to perceptions that formal services are unhelpful or even harmful (Bussing, Zima, Gary, & Garvan, 2003 : Gulliver, Griffiths, & Christensen, 2010 Lindsey, Joe, & Nebbitt, 2010; McCabe, 2002; Murry, Heflinger, Suiter, & Brody, 2011; Thompson, 2005) . Some families prefer to seek out informal or collateral supportsϪservices for mental health problems stemming from trauma due to resource-related barriers to formal care like cost of treatment, lack of transportation, inflexible hours, and distance from home as well as perceived stigma (Cauce et al., 2002; Murry et al., 2011; Young & Rabiner, 2015) .
Provision of trauma-related services within schools can help to address many of these barriers (Garrison, Roy, & Azar, 1999; Lindsey et al., 2010; Murry et al., 2011) . In fact, schools have long been providing mental health services to the bulk of children in need, with recent estimates that about half of services for youth with mental disorders are provided in schools (24% in schools, 45% receiving services in any setting; Costello, He, Sampson, Kessler, & Merikangas, 2014) . Using the natural environment of schools as the intervention setting circumvents some of the key barriers to accessing mental health services and can help build peer support. Moreover, it can be a key part of a trauma-informed school (Cole, Eisner, Gregory, & Ristuccia, 2013; Cole et al., 2005) . However, school-based mental health programs are difficult to disseminate in resource-poor environments where school-based mental health professionals are in short supply. In addition, groupbased programs are difficult to implement with older students, because busy schedules, focus on academics, and competing demands make it logistically difficult to carve time out of the school day (Langley, Nadeem, Kataoka, Stein, & Jaycox, 2010; Nadeem, Jaycox, Kataoka, Langley, & Stein, 2011) .
In response to these types of problems, there have been calls to increase the impact of mental health interventions by developing easily accessible modes of delivery that might have smaller effect sizes but broader reach (Kazdin & Blase, 2011) . More and more, interventions are being designed to provide information directly to the consumer and to capitalize on technological advances (Clarke & Yarborough, 2013) . For example, web-based interventions for youth with anxiety and depression have shown promise (ReyesPortillo et al., 2014) but need more thorough evaluation. A review of the field of behavioral intervention technologies found that some technologies, such as teletherapy, web-based interventions, and virtual reality, have been well validated for certain mental health problems, whereas others are still emerging and require more development and evaluation (e.g., social media, mobile technologies, and gaming; Mohr, Burns, Schueller, Clarke, & Klinkman, 2013) . Another recent review concluded that computerized cognitive-behavioral therapy (CBT) interventions are effective for addressing depression, anxiety, and insomnia (Hofman, Pollitt, Broeks, Stewart, & van Stolk, 2016) .
Most similar to the present study, an online self-directed intervention was developed for pediatric patients following a physical injury for the purpose of preventing PTSD. The program, called Coping Coach, contains three modules and focuses on promoting adaptive cognitive appraisals, decreasing excessive early avoidance coping, and promoting use of social support (Kassam-Adams, 2014) . A pilot study using a wait-list design demonstrated the feasibility and promise of this program, as well as reductions in symptoms (Marsac et al., 2013 (Marsac et al., , 2015 Kassam-Adams et al., 2016) . However, longer term follow-up is needed to determine the actual preventative effect.
Based on the promise of these technological advances, we sought to develop and test an online stress and trauma curriculum for adolescents. The curriculum was specifically aimed at supporting youth in schools with limited mental health resources, as well as enhancing trauma interventions already in place. The resulting program is called Life Improvement for Teens (LIFT). LIFT components were drawn from evidence-based interventions for trauma in a partnership between interventionists, researchers, and graphic design and technology developers. The researchers also partnered with students to develop the LIFT curriculum and betatest the web platform prior to conducting a pilot study.
LIFT aims to teach adolescents cognitive-behavioral techniques to cope with symptoms of anxiety, depression, and trauma and to build resilience in their daily lives. LIFT contains many of the same elements found in other empirically supported cognitive-behavioral interventions for child trauma, both intensive clinic-based interventions such as trauma-focused cognitive-behavioral therapy (TF-CBT; Cohen, Mannarino, & Deblinger, 2006) and school-based early intervention programs like Cognitive-Behavioral Intervention for Trauma in Schools (CBITS; Jaycox et al., 2010; Kataoka et al., 2003; Stein, Jaycox, Kataoka, Wong, et al., 2003) , Support for Students Exposure to Trauma (Jaycox, Langley, et al., 2009) , and Bounce Back (Langley, Gonzalez, Sugar, Solis, & Jaycox, 2015) . These techniques include psychoeducation about trauma and common reactions, relaxation training and other anxiety-reduction skills, identifying and challenging dysfunctional thinking, approaching rather than avoiding trauma reminders and triggers, developing a trauma narrative, and social problem-solving. These and other evidence-based interventions for youth are thought to work by affecting cognitive, emotional, and behavioral processes like improved coping and habituation (Gallagher & Resick, 2012; Hinton, Hofmann, Pollack, & Otto, 2009; Weersing & Weisz, 2002; Zalta et al., 2014) . LIFT was designed to be versatile in its use; it can be administered in conjunction with in-person cognitive-behavioral treatment (e.g., CBITS or TF-CBT) or as a stand-alone program (e.g., self-administered). All content is kept confidential and stored securely.
In this open trial, we conducted a pilot test of LIFT in a sample of mostly racialϪethnic minority teens from urban public and charter schools across the country. The goals of the study were to (a) assess feasibility and acceptability of LIFT, (b) examine whether potential mechanisms of action (e.g., coping) targeted by LIFT showed improvement over time, and (c) examine improvements in primary (PTSD symptoms, anxiety, depressive symptoms, behavioral problems) and secondary (social support, academic engagement) outcomes following completion of LIFT. As part of the pilot work, we also examined the performance of our measures to lay the groundwork for future studies. 
Method
This open trial included 51 students in five schools. The study was reviewed and approved by the Human Subjects Protection Committee at the RAND Corporation as well as the engaged schoolsϪschool systems where required. Without a control group, results of this study are preliminary.
Settings
We recruited five schools to participate in the pilot study, by convenience, seeking school partners so as to include varying demographics and recruitment strategies. Two schools were high schools with majority African American students, one school was a high school with the majority female Latino students, and two schools were junior high schools with mostly Latino students. All of the schools we approached agreed to participate.
Recruitment
We conducted the recruitment of student participants so as to mimic the way they would be selected for LIFT if implemented in real life, outside the context of the research study. In four of the schools, school counselors or school social workers identified students they thought might be interested and sent home parent consent packets containing a one-page description of the project, frequently asked questions, and parent consent forms. At the fifth school, a health teacher recruited students in her eighth-grade health class with the same consent packet procedure. She used the LIFT program with all of her students as part of the class, but participation in the research project was optional. We did not track the number of students approached for participation versus those who returned consent forms and agreed to participate. Students were asked to assent to participation at the time of the first survey administration. Students received incentives for completing each of the surveys ($25 gift card) and were provided a snack while they were completing the LIFT chapters.
The LIFT Program
The LIFT program consists of seven chapters, which cover different skills and topic areas. Each chapter includes audio with motion graphics and interactives such as assessments with feedback over time, drag and dropϪmatching activities, create your own adventure games, and open response sections. The last chapter includes a digital game. Some chapters include an assessment of anxiety, depression, and trauma symptoms, and all chapters involve goal setting. There are two "tracks" within LIFT: a stress track and a trauma track. Adolescents who report experiencing exposure to at least one potentially traumatic event and elevated symptoms of posttraumatic stress disorder at the beginning of the LIFT program are automatically channeled into the trauma track. All other adolescents complete the stress track. The two tracks are similar, but trauma track participants are presented with slightly different content. For example, in the trauma track participants complete a trauma-specific fear hierarchy and trauma narrative, consistent with evidence-based approaches for trauma-related symptoms (Foa, Keane, Friedman, & Cohen, 2009 ). In the stress track, participants complete similar activities, but these are linked to more general stressful events.
The chapters within LIFT were designed to be completed in order, because skills in later chapters build on skills learned in earlier ones. The chapters were designed to be completed about once a week but with flexibility to accommodate several chapters' being completed in one sitting, bunching of chapters, or extra spacing between chapters. In this pilot test of LIFT, students worked individually at computers in a computer lab or classroom at the school. Three of the schools gathered students together weekly after school, one school gathered them together during school hours once or twice weekly, and the final school used LIFT within the health class on a weekly basis. When students were absent, they completed more than one chapter in the next meeting, such that students were working at slightly different paces across meetings and not all students finished the LIFT curriculum completely.
Measures
The study included three sources of data: student surveys completed before and after use of the LIFT program (completed in groups at school), assessments of symptoms in each chapter of the LIFT program, and metrics on usage of the program gathered via the web-based platform. These data were used to describe student background characteristics and assess LIFT acceptability and feasibility, mechanisms of action, and the impact of LIFT on targeted outcomes.
Background characteristics. We included survey items on demographics: age in years, grade in school, gender, ethnicity (Hispanic yesϪno), race (White, Black, Asian, Native American, Other), primary language (English, Spanish, other), and whether the student had an individualized education plan (IEP) or 504 plan at school on the pretest survey.
In the first LIFT chapter, students completed a checklist of 38 stressful events developed for this study that occurred in the prior 6 months (in Chapter 1) or in the last month (in subsequent chapters), including both negative ("Failed a class in school") and positive ("Got a new pet") events. Scores are a tally of the number of events, ranging from 0 to 38. Students also rated a single item following this checklist: "Looking back over your answers, how stressed out did they make you feel on a scale of 0 -10, with '0' being not stressed at all and '10' being extremely stressed?"
In the first LIFT chapter, students also completed a checklist of traumatic life events that ever occurred to them in their lives. This scale is commonly used to screen students for school-based trauma programs (e.g., Jaycox, Langley, et al., 2009) . Seventeen traumatic events, ranging from accidents to witnessing or experiencing violence, were included. Scores are a tally of the number of traumas reported, ranging from 0 to 17. Following this checklist, students also rated a single item indicating "How upsetting was the worst thing(s) that happened to you?" on a 4-point Likert scale ranging from 0 (not at all upsetting) to 3 (extremely upsetting).
Measures of feasibility and acceptability. In addition to assessing attrition in the study, we included two measures of feasibility and acceptability. First, we assessed participation in the LIFT program via metrics gathered within the web-based platform. In this study, we focused on retention in the project, the percentage of videos watched, and the number of LIFT chapters completed.
Second, students completed a postassessment survey consisting of 14 items about their satisfaction with the LIFT program. Items included "LIFT graphics and design are interesting and appealing to me," "I got advice on what I can do to feel better," and "It helped me This document is copyrighted by the American Psychological Association or one of its allied publishers.
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to write about stress." There were four possible responses on a scale ranging from 0 (Not at all true) to 3 (Very true), with higher scores indicating more satisfaction. This scale had excellent internal consistency in this study (Cronbach's alpha ϭ .92).
Mechanisms of action.
Coping skills were assessed on preand postsurveys with the Children's Coping Strategies Checklist (Ayers, Sandler, West, & Roosa, 1996) . We used four subscales most relevant to the skills taught in LIFT: direct problem-solving (four items; e.g., "Do something to make things better"), cognitive decision-making (four items; e.g., "Think about which things that are best to do to handle the problem"), optimistic thinking (four items; e.g., "Tell yourself things will get better"), and avoidant actions (four items; e.g., "Stay away from things that make you feel upset"). Each item was rated on a 4-point Likert scale ranging from 0 (never) to 3 (most of the time) and summed into the four subscales, with higher scores indicating more of that type of coping. Internal consistency on these scales ranged from poor (Cronbach's alpha ϭ .59 for avoidant coping) to acceptable (Cronbach's alpha ϭ .73-.76 for the other three subscales).
Students rated their ability to handle their own emotions preand post-LIFT on the emotional self-efficacy subscale of the Self-Efficacy Questionnaire for Children (Muris, 2001 (Muris, , 2002 . Eight items were scored on a 5-point Likert scale ranging from 0 (not at all) to 4 (very well) and summed, with higher scores indicating better emotional self-efficacy (Cronbach's alpha ϭ .90).
Trauma-related attitudes and beliefs pre-and post-LIFT were assessed using part of the Child Post-Trauma Attitudes Scale (Johnson, Foa, Jaycox, & Rescorla, 1996) . We used 14 items assessing the student's degree of agreement with cognitions thought to be disrupted following a traumatic event: dangerousness of the world and self-competence. Seven items were assessed for each construct on a 3-point Likert scale ranging from 0 (I never think this) to 2 (I often think this) and summed, with higher scores indicating more frequent maladaptive cognitionsϪless frequent adaptive cognitions (Cronbach's alphas ϭ .72 for incompetence and .52 for danger).
Targeted outcomes. We assessed four primary outcomes: behavioral problems, anxiety symptoms, depressive symptoms, and PTSD symptoms. We used the Strengths and Difficulties Questionnaire-Self-Report (Goodman, 1997; Goodman, Meltzer, & Bailey, 1998) to assess emotional and behavioral problems. This survey, completed both before and after LIFT, contains 28 items: 20 assessing "total difficulties," or problem areas (emotional symptoms, conduct problems, hyperactivityϪinattention, and peer relationship problems); five assessing prosocial behavior: and three items that tap functional impairment related to these problems (Goodman, 1999) . The scale compares favorably to the Rutter scales (Goodman, 1997) and the Child Behavior Checklist (Goodman & Scott, 1999) and distinguishes well between clinical and nonclinical samples. Each strength or difficulty is rated on a 3-point scale ranging from 0 (not true) to 2 (certainly true), and the functional impairment items are rated on a 4-point scale ranging from 0 (no) to 3 (yes, severe difficulties). On each scale, a higher score indicates more of the construct measured. In our sample, internal consistency of the total difficulties scale was acceptable (Cronbach's alpha ϭ .74), with a range of reliability from .47 for peer problems to .80 for emotional problems, and internal consistency on the prosocial scale was acceptable (Cronbach's alpha ϭ .74).
We assessed depression and anxiety symptoms with the Major Depression and Generalized Anxiety subscales of the Revised Children's Anxiety and Depression Scale (Chorpita, Yim, Moffitt, Umemoto, & Francis, 2000) repeatedly throughout the LIFT curriculum. The depression subscale consisted of 10 items on a 4-point Likert scale ranging from 0 (never) to 3 (always), summed to produce a total score, with higher score indicating more depressive symptoms (Cronbach's alpha ϭ .89). The anxiety subscale consisted of six items rated on the same scale, summed to a total score, with higher scores indicating more anxiety symptoms (Cronbach's alpha ϭ .84).
For students who indicated at least one traumatic event, we used the Child PTSD Symptom Scale (Foa, Johnson, Feeny, & Treadwell, 2001 ) to assess PTSD symptoms repeatedly throughout the LIFT curriculum. This scale has been used in school-age children as young as 8 and has shown good convergent and discriminant validity and high reliability (Foa et al., 2001) . Seventeen items were rated on a 4-point Likert scale ranging from 0 (not at all) to 3 (almost always); items were summed, with higher scores indicating more frequent PTSD symptoms (Cronbach's alpha ϭ .94).
In addition, we assessed three secondary outcomes: peer support, family support, and academic functioning. Peer and family support were measured before and after use of LIFT with a modified eightitem version of the Harter Social Support Scale (Harter, 1985) . In this study, we shortened items to include just the question portion. For instance, the item "Some kids feel very close to their friends, but others don't. Do you feel very close to your friends?" was shortened to "Do you feel very close to your friends?" We also modified one item about talking to peers and parents to say "about stressful or traumatic events" to fit the context of the LIFT intervention. Items were rated on the original 5-point Likert scale ranging from 0 (never) to 4 (always) and were summed to create a total score for each four-item scale (peer and family support), with higher scores indicating more social support. In this study, the internal consistency was poor for peer support (Cronbach's alpha ϭ .51) but good for family support (Cronbach's alpha ϭ .89).
Students reported on their academic engagement pre-and post-LIFT via six items that tap classroom behavior, such as completion of assignments and being late for class. Each item was rated on a 5-point Likert scale ranging from 0 (none of the time) to 4 (all of the time), with higher scores indicating better school adjustment. This scale has been used in several other studies examining academic functioning Rosenthal & Feldman, 1991; Skinner, Wellborn, & Connell, 1990; Steinberg, 1996) and had acceptable internal consistency in this study (Cronbach's alpha ϭ .73).
Statistical Analysis
This small open trial was designed to examine preliminary data related to the LIFT program. We described participants via means and frequencies and assessed differences between those who were retained and those who dropped out, and across gender, using t tests. Within-group t tests were used to evaluate changes over time, and regressions controlling for pretest values and gender were used to examine possible gender effects. We conducted Pearson correlations to examine the relationship between satisfaction with LIFT and the targeted outcomes. The analysis comprises a large number of statistical tests conducted on a small sample for exploratory purposes, so results should be interpreted with caution. Consistent with established guidelines for pilot studies and small samples, we This document is copyrighted by the American Psychological Association or one of its allied publishers.
do not report effect sizes (U.S. Department of Health and Human Services, National Institutes of Health, National Center for Complementary and Integrative Health, 2017).
Results
As shown in Table 1 , of the 65 participants originally recruited, 51 completed the posttest survey and were included in the analyses. As planned, the students were a mix of gender and ages and were either Latino or African American. In the retained sample, 17% reported they had a 504 plan, and 17% reported having an IEP.
Baseline sample characteristics, including gender differences, are shown in Table 2 . On average, students' scores were in the moderate range on measures of total difficulties and prosocial behavior. They reported a moderate level of PTSD symptoms and relatively mild levels of anxiety and depression in the Chapter 1 assessment. Students reported low levels of functional problems and moderate to high levels of social support and academic functioning. On average, students reported experiencing about five traumatic events at baseline.
At baseline, there were several gender differences. Female students reported significantly more difficulties than did male students in the areas of total difficulties, emotional problems, functional problems, negative thoughts about incompetence, negative thoughts about danger, PTSD symptoms, depressive symptoms, and anxiety symptoms. Male students reported significantly more direct coping and emotional self-efficacy than did their female counterparts.
Students completed a checklist of stressful events and traumatic life experiences in Chapter 1 of the LIFT program. Responses on this self-assessment determined whether students were placed in the stress or trauma track. Students selected an average of seven stressful experiences and rated these items to be relatively stressful, with an average scale score of 5.8 (on a 0 -10 scale). On average, students experienced five traumatic events, with an average rating of 1.7 (on a 0 -3 scale), indicating students found the traumatic items to be moderately upsetting. The most common traumas endorsed were death, illness, or injury of someone close to them; witnessing violence; or being the victim of violence (see Figure 1) . Students who selected at least one traumatic item from the checklist and a score of 10 or more on the PTSD symptom assessment were placed in the "trauma" track. Seventy-one percent of students participated in the trauma track of the program.
Feasibility and Acceptability
The retention rate in each school ranged from a low of 36% to better levels ranging from 78% to 100%. This reflects a significant difference across schools, F(4, 63) ϭ 4.91, p Ͻ .01. Thus, across schools the mean retention rate was 78%. The low retention rate in one school was related to disciplinary actions against some of the participants, which caused them to stop participation early. Removing that school, the mean retention rate in the remaining schools was 87%. We examined differences between students who started the project but dropped out in the middle and those who completed the posttest survey. We found no significant differences between these two groups in terms of any demographic variables or any of the targeted outcomes.
In terms of participation with the LIFT program, students in the retained sample on average completed 6.37 (SD ϭ 1.3) of the seven chapters in the LIFT program. There were no significant differences by gender, t(49) ϭ Ϫ.26, p Ͼ .05, or school, F(4, 46) ϭ .22, p Ͼ .05. Each chapter in LIFT also included videos that set up scenarios before activities or questionnaires or explained coping strategies. On average, students who started a video watched between 63% and 89% of the video content in each chapter, with the highest amount in Chapter 1 and the least in Chapter 3.
Fifty of the 51 students who completed the posttest provided answers on the satisfaction portion of the survey. Given a 0 -3 range, the mean score of 1.85 across all 14 items suggests that students were moderately satisfied with the LIFT program, endorsing between a little bit true and mostly true, on average. Whereas there was no difference in satisfaction by gender, t(48) ϭ 0.12, p Ͼ .05, or raceϪethnicity, F(1, 48) ϭ 1.34, p Ͼ .05, there were significant differences across schools and by grade. Mean satisfaction scores ranged from 1.09 to 2.29 across schools, F(4, 45) ϭ 6.63, p Ͻ .001. Middle school students reported lower satisfaction than did high school students (1.60 and 2.03, respectively), t(48) ϭ Ϫ2.38, p Ͻ .05. Table 3 shows means at pre-and posttest as well as changes over time and their significance for purported mechanisms of action. We observed significant changes over time in negative thinking (incompetence, danger) and three of the coping subscales (cognitive, direct, and optimism), with all scores improving at posttest. There was also a nonsignificant trend for improvement in emotional self-efficacy. There were no significant gender differences (all ps Ͼ .05).
Changes in Mechanisms of Action

Changes in Targeted Outcomes
In terms of primary outcomes, Table 4 displays changes over time for the targeted outcomes. For PTSD and depressive and Note. IEP ϭ individualized education plan. This document is copyrighted by the American Psychological Association or one of its allied publishers.
anxiety symptoms, we present the Chapter 1 assessments and the last available assessment within the LIFT program. For the other outcomes, data come from pre-and posttest surveys. Significant improvements in teens' PTSD symptoms were observed, but there were no significant changes in depressive or anxiety symptoms. Significant improvements were observed from pre-to post-LIFT on total difficulties, emotional problems, and hyperactivity. We examined gender differences in outcomes and found only one This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
significant difference. Female students reported more symptoms of emotional problems than did their male counterparts at posttest, controlling for pretest levels of emotional problems (b ϭ .91, SE ϭ .44, p Ͻ .05). In terms of secondary outcomes, a significant change in school adjustment was also observed, but this change suggested that school adjustment worsened from pre-to post-LIFT. We examined correlations between student satisfaction with LIFT and the targeted outcomes at posttest. We found nonsignificant correlations with primary outcomes (all ps Ͼ .05) but significant relationships between satisfaction and the secondary outcomes of peer support (Pearson correlation ϭ .46, p Ͻ .001) and family support (r ϭ .43, p Ͻ .01).
Discussion
Our open trial of LIFT provided a good deal of information on its feasibility and acceptability, mechanisms of action, and targeted outcomes. Most students were accepting of the LIFT program and completed most of the study. Omitting the school with disciplinary problems, 87% of students attended the LIFT sessions and completed the post-LIFT survey, and those students completed 6.4 of the seven chapters on average and watched the majority of the videos. The sampling method and urban school settings resulted in students who experienced high levels of stress and trauma, and 83% were placed on the trauma track of LIFT by virtue of trauma experience plus elevated PTSD symptoms. This demonstrates that the counselors' choice of students was appropriate to the content of the curriculum and that the material is highly relevant for students in these urban schools. However, their levels of functioning, depression, and anxiety were relatively low at baseline, indicating that the students identified by school staff were generally functioning well before their use of the LIFT program.
Examination of key outcomes showed changes in the expected direction in terms of behavior and emotional problems, with the exception of school functioning, which showed deterioration over the course of the study. In addition, we observed changes in the mechanisms of action targeted by LIFT, including some measures of coping, emotional self-efficacy, and negative thinking. This is consistent with findings in other research on trauma-focused treat- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
ment for youth, where changes in cognitive mechanisms predicted symptom reduction (Kleim et al., 2013) . These preliminary findings suggest that LIFT is a promising way to deliver evidencebased, cognitive-behavioral intervention approaches to students exposed to trauma. In this pilot study, it was feasible to use LIFT in a high-risk, highly trauma-exposed sample of students, and results suggest that the intervention may have a positive impact on students' emotional and behavioral health. The participants in this sample reported symptom levels that were generally not clinically significant at baseline, and retention rates tended to be high at most schools, suggesting that LIFT could be a low-cost, acceptable, and easy-to-implement mode of treatment delivery for the many trauma-exposed youth whose symptoms do not come to the attention of formal mental health treatment providers. More testing of LIFT with larger samples is needed to confirm whether this is true. This study adds to the literature demonstrating the effectiveness of technological approaches to mental health problems (Mohr et al., 2013) . Whereas its focus is on trauma-related problems, similar to an intervention for children experiencing medical trauma (Kassam-Adams et al., 2016; Marsac et al., 2013 Marsac et al., , 2015 , the approach is also quite different in its focus on middle and high school students and in its application as part of school counseling or health classes. Incorporating evidence-based cognitivebehavioral techniques into a web-based program means that urban school counselors could use it as a tool to help manage their large caseloads of trauma-exposed students. We envision that this tool could be used as a first-line intervention as part of a stepped care model, in which students impacted by traumatic events who have low-to-moderate impairments could start with the LIFT program and then progress to more intensive types of interventions if their symptoms persist. However, more research would be needed to identify which students would benefit from this approach versus a more rapid referral for the more intensive trauma interventions.
The pilot test had several limitations that should be noted in interpreting the results. First, the time for the pilot test was condensed at several of the sites, and not all students made it all the way through the program. Absenteeism and competing schedules made it difficult for some students to complete it, and students needed to double up some chapters in a single meeting to catch up. This particularly affected the Chapter 7 game, which was designed to be completed over a few sittings. Instead, students largely had time to interact with it only once and with limited time. Thus, the pace during the pilot test was faster than we anticipated during development. Second, the open trial was conducted toward the end of the school year in some sites, making some of the changes difficult to interpret. Some of the changes may be related to the end of school (e.g., the decrease in school functioning such as missing classes). Such historical effects cannot be ruled out in an open trial, and therefore results should be interpreted in light of this timing. Given low numbers overall, we examined only the "completer" sample of students who attended most of the LIFT sessions and also completed post-LIFT survey. With a larger sample, it would be possible to look at the level of symptoms over time and examine dropouts as well as to analyze the intent-to-treat sample. Further, the school with the most attrition was affected by two issues: being run very late in the school year and run on a condensed schedule. In addition, it suffered severe attrition due to some disciplinary problems among the students in the pilot. Although their dropout may be partly related to lack of interest in LIFT, it can also be partially explained by these disciplinary problems. In addition, a few of our measures (danger-related cognitions, peer support, and peer problems) demonstrated relatively low internal consistency, suggesting that results utilizing these measures should be interpreted cautiously and that different measures may be needed in the future. Finally, we note that we conducted a large number of statistical tests in this exploratory analysis and therefore increased the possibility of Type I error.
Based on these preliminary findings, we embarked on a round of revisions to the LIFT program to improve engagement and build in ways to encourage additional time spent on interactives and games that may help with skill acquisition. Future pilot studies should allow more time (more sessions) and more space between sessions, so as to allow students to maximize their time with the program, and should include a control group to control for the passage of time, particularly changes that might relate to the school calendar. If this program ultimately proves effective, it could provide a model for other technology-based early intervention programs that could be applied in schools.
